A case of 16-year-old female with secondary psoas abscess as the complication of the Crohn's disease was analysed. Her pre-hospital, long lasting, non-specific symptoms led to ultrasound (US) and radiologic imaging confirming the diagnosis. The antibiotic treatment was insufficient and worsening of the patient's condition required surgical treatment including descendent colectomy, abscess drainage and negative pressure wound therapy (NPWT). In spite of numerous complications the condition of the child gradually improved and she was discharged from the hospital on the 71st postoperative day. Two years after the colectomy, the occlusion of her colostomy was performed.
Psoas abscess as the first manifestation of Crohn's disease -case report

INTRODUCTION
Psoas abscess (PA) is an extremely rare pathology in children, particularly as complication of the Crohn's disease (CD). (1, 2) With its non-specific symptoms and insidious course, PA is often diagnosed late and with late adequate treatment. The primary PA (caused by haematogenic or lymphatic spread from remote locations) should be distinguished from the secondary PA (direct spread of the infect from nearby tissues). ( 2) The primary PA predominates in undeveloped countries and in children, while the secondary PA predominates in developed countries and in adults. (3) The most common cause of the secondary PA is CD. (4) A 16-year-old female with PA as the first symptom of CD was analysed. Patient's CD had not been diagnosed before.
CASE REPORT
At the age of 14, the patient underwent evaluation due to delay of growth and anaemia of uncertain cause. Growth hormone therapy and iron supplementation were administered. Until the age of 16, she had no other health issues. Two months before her admittance to the hospital, she began complaining of abdominal pain and diarrhoea without blood or mucus in her stool, loosing 8 kg during that period. A week prior to admittance, she began feeling pain in her left hip and leg with periodical fever. Physical examination revealed left lower abdomen tenderness and the left psoas sign was positive. Laboratory findings showed inflammatory changes. Stool tests for parasites, bacteria, viruses and blood and haemocultures with tuberculosis assay were negative. US revealed oedematous and hyperaemic bowel in left hemiabdomen with no peristalsis and with psoas collection which was confirmed by abdominal computerised tomography (CT) imaging (figure 1) and magnetic resonance imaging (MRI) enterocolonography (figure 2). Antibiotic therapy was administered. The punction of the abscess with microbial analysis revealed Enterococcus faecalis and Escherichia coli. Antibiotic therapy was continued with complete enteral CD nutrition. The patient's general condition was satisfactory with periodical subfebrility, mild abdominal tenderness and elevated inflammatory markers. On the 10th day high fever, severe meteorism and abdominal colicae developed. US detected increased diameter of the left iliopsoas collection. The descendent colectomy and evacuation of the psoas abscess were performed, with drainage and colostomy. Due to oedematous and dilated small intestines and the extremely narrow and small pelvic cavity (due to her delay of growth), the abdominal wall closure was impossible, so 
CONCLUSION
IBD as the cause of PA should be thought of more often. That would prevent possible complications in both children and adults. Having this in mind, even though rare, CD should be considered as possible PA cause in children.
